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It is no coincidence that the term initiation is used in medical language to
describe the onset of immunopathological processes that produce the group
of symptoms known as rheumatoid arthritis^ , and is also a term
associated with occultism. In the later case, it refers to the process
whereby new members are introduced to secret forms of knowledge, hidden






Medical schools initiate their students into the discourses of biotechnic
language. The taking of the Hippocratic oath is not only a pledge of
commitment to the treatment of patients but is a testimony of the level
of skill that the initiate has achieved in learning this system of language
and this gaze. (It is my contention that the medical gaze is a discourse as
well as a way of seeing, but I do not wish to develop this point here).
Biotechnic discourse, although based upon Enlightenment era notions of
rationality and objectivity is far from being a neutral language, (if there
can ever be such a thing), and I hope to reveal that here.
I do not wish to throw away this particular discourse, or to label it bad. It
is useful because it does some interesting things. According to Donna
Haraway, biotechnic language constructs the immune system as "an
elaborate icon for principle systems of symbolic and material
'difference'
in late
capitalism".3 I wish to construct a space for this discourse and the
discourses of my own memory and experience to speak to each other and to
you. In this space, analytical thought co-exists with intimate experience.
What one voice conceals may be revealed through another space and speak
to that earlier absence.
I would like to take the term initiation, in all of its multiple implications,
and use it as a way to introduce you to this project. It is a multi-leveled
way of seeing, perceiving, knowing, and speaking that I wish to
demonstrate. This piece is as much an investigation of language as it is an
investigation of self identity. It is as much an analysis as it is an
expression. It conceals as much as it reveals and says something about the
processes of both. It is as much about seeing from above, as through the
medical gaze, as it is seeing from deep within, as through memory, and
about understanding and experiencing surface and depth.
It is also no coincidence that the breakdown within the immune system's




at the intimate molecular level- is a source of
the disease of arthritis^. Much of my own pain in living with this disease
has to do with this crisis. It results from having to take place in a
continual cyclical process of the loss and recuperation of function, beauty,
deformity, physical pain, the release from physical pain, and most
especially, the power of self determination .
I would like to end with a quote from Audre Lourde whose words have
encouraged me to become more visible/vocal and who has suffered with
cancer and has had a mastectomy:
"...it is necessary to scrutinize not only the truth of what we speak, but the
truth of that language by which we speak it. But primarily for us all, it is
necessary to teach by living and speaking those truths which we believe
and know beyond understanding. Because in this way alone can we survive,
by taking part in a process of life that is creative and continuing, that is
growth."
"And that is never without fear; of visibility, [of
invisibility]^
of the harsh
light of scrutiny and perhaps judgment, of pain,.... But we have lived
through all of these already, in silence
"
"For we have been socialized to respect fear more than our own needs for
language and definition, and while we wait in silence for that final luxury
of fearlessness, the weight of that silence will choke us. ...for it is not




- Ann Duncan Satterfield
March 1991
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anti -anti -Ach analog
antibody
ACTS AS
anti -Ach receptor antibody
ftg, 8-4. Antiidiotypes can be autoantibodies. A, Acetylcholine (Ach) or
acetylcholine analog can bina to the acetylcholine receptor under
normal
physiological conaitiens. i, Some antibodies raised
agtcns*
the Ach analog
will see this molecule in the same way as it is seen by the Ach receptor. C,
In turn, some antiiaistypie antibodies to the anti'Aeh analog antibody
will
themselves resemble the Ach analog in such a way that they will bind to Act)
receptor. Such antibodies could then mediate myasthenia gravis.
I've only been wearing loafers
for a couple ofmonths. Mom says
I'm old enough to wear them
now. (What a relief
that is). But now I wear them
less and less.
My feet ache a lot and
leathermakes them worse. Mom says
to wear thicker
socks until the shoes soften.
I like this idea
because thick socks are great
for sliding
down the hall in, and I
















THAT ARE PERCEIVED AS
FOREIGN."
Even overnight onset is possible. Differential diagnosis in these
caves is complicated by the need to exclude acute myositis, viral
syndromes, and septic arthritis.
The American Rheumatism Association IARA) in 1958 estab
lished diagnostic criteria for RA (refer to Appendix 2. Criteria for
the: classification of rheumatoid arthritis) to assure uniformity for
the purposes of clinical trials and epidemiologic studies. It was
not proposed that these criteria be taken as definitive in clinical
practice, where the consideration is the patient's health, rather
ih.n the reliability of statistical summaries. Nevertheless, these
criteria have been helpful in diagnosis and as a point of reference
in describing individual cases. Very recently, simplified new
ARA criteria liefer to Appendix 2) have been proposed and are
i tnler evaluation.
Most commonly RA is initially intermittent but becomes more
tained with the passage of time. The course cannot be
I'redicted. however, and although some patients show an unre
lenting progression to deformity and occasionally even death.
most patients will have periods of relative or complete remission.
An ARA committee has proposed criteria for clinical remission of
;iieumatoid arthritis in which five or mure of the following
requirements must be fulfilled for at least two consecutive
months: I) duration of morning stiffness not exceeding I?
min-
U'es; 2) no fatigue: 3) no joint pain Iby history i; 4) no joint
tenderness or pain on motion; 5i no soft tissue swelling in joints
or tendon sheaths: and hi erythrocyte sedimentation rate by
Wesiergren method less than 30 mm hour for women or 2(1
mm hour lor men i>). Remissions may be more frequent than
generally appreciated, hut an early, spontaneous, complete re
mission is not likely after continuous disease for iwo years.
Establishing an evaluation of functional cupucitv is helpful in
chronic arthritis. Although a number of system- have been
suggested, the following is widely used.
Class I No restriction of ability to perform normal activities.
Class 11Moderate restriction but adequate foi normal aeliv-
ties
Class 111 Marked restriction, inability to perform most duties
ot the patient s usual occupation or self-care.
Class IV Incapacitation or confinement to a bed or wheel-
. han
ARTICULAR MANIFESTATIONS
Hand, wrisi. knee, and foot joints are the most commonly
invoked, but K\ can affect any diarthrodial joint. Elbows.
shoulders sternoclavicular joints, hips, ankles, and less com-
monlv the temporomandibular and cricoarytenoid joints may also
r>e affected. Clinically significant spinal involvement is generally
limited to the upper cervical area.
As discussed in the first part of this chapter, the sy nov mm can
->e considered the crucial site in the onset of joint deterioration
-f.si | he proliferating synovium is referred to as the pannus.
1 he development ol pannus. accompanied by inflammatory de
struction o( soft tissues, leads to a laxity of ligaments and
:ndons These processes, aggravated by mechanical pressure
ind regular u>e. result in the typical deformities.
I he ultimate course of joint destruction in RA is erosion of
o staartic.ul.il hone around the margins of the pannus and inva
sion ot subchondral tissue by the pannus. Cysts and- loss of
.arlilage can generally be observed on roentgenograms. Erosion
i hone is not invariable but is most distinctive of RA (Fig.
I"ti.
Xadiologically . the most revealing sites are generally the hands
ind wrists. It is best to have both posteroantenor and oblique
. lews. Good resolution is critical to the usefulness of the images
hi
Elands
A typical early sign of RA is a fusiform or spindle-shaped
appearance of the fingers due to swelling of the proximal
inter-
Pig. 17-4. Radiograph of left toot of a SS-year-old woman with rheumatoic
arthritis of six duration Note erosion of heads of second, third, anc
fourth metatarsal bones
phalangeal I PIP) joints. This is generally associated with bilateral
and symmetric swelling of Hie metacarpophalangeal
(MCP1
mints. Pressure on these joints will elicit tenderness. An early
radiologic sign is vagueness of the outline of the bone, revealing
its deteriorating surface, at the proximal face of the PIP
joint
(7.8). Although the DIP joints can be involved, they rarely
are.J
finding that can be useful in discriminating RA from
osteoar
thritis
Soft tissue laxity gives rise to ulnar deviation of the
finger-
(Fig. 175 ) that is frequently accompanied by palmar
subluxation
of the proximal phalanges. Ulnar deviation at the MCP is oW
associated with radial deviation at the radiocarpal joint, leading
to the
"zigzag"
deformity of the hand. This seems to be
more
readily demonstrated clinically than radiologically
(9). In a,)
vanced cases swan neck deformities develop through
hypei*"'
tension of the PIP joints in conjunction with flexion of the
D
joints I Fig. r-6>. Flexion deformity of the PIP joints
a*'
extension of the DIP joints give rise to the boutonniere
del*''
mity . These changes are associated with loss of
strength in
'*
hands and frequently loss of the ability to maintain a good
P'nc '
Synovial erosions of tendons may lead to their rupture
and
t"u
to sudden loss of the ability to extend the fingers.
Wrists
RA almost invariably involves the wrists, frequently
revea
"
by an easily palpable, boggy synovium. Synovitis can
affect
Fig. 17-5. Uina' deviation and subluxation of metacarpophaiang"\
nave occurred in tne patient s right hand These joints also
appea'
Vuscie atrophy has developed in tne dorsal musculature
of bot^
'From the Revised Clinical Suae Collection on tne Rneumatic
0i








I get angry with people a lot
to pick up a pencil
to turn a page
to open a door




15. ARTHROSCOPY AND SYNOVIAL BIOPSY
ARTHROSCOPY
Arthroscopy is a procedure utilizing a fiberoptic. 1.8 mm to 6.6
mm diameter, rigid, optical and light-source instrument to view
intraarticular structures. Since the early 1970s, arthroscopy has
evolved from a solely diagnostic procedure to both a diagnostic
and surgical one.
Arthroscopic experience is most advanced in the knee joint
il.2). Indications for knee arthroscopy include any unexplained
knee problem. The benefits of arthroscopy are that it allows one
to obtain tissue under direct visualization, document the pres
ence or lack of pathology, decide whether and what kind of
surgery is indicated, and perform microsurgery under direct
arthroscopic guidance. Presently, the most common use of
arthroscopy is in relation to trauma such as sports-related inju
ries. Although a diagnosis of osteoarthritis or chondromalacia
patellae can be verified by arthroscopy . the clinical diagnosis is
usually sufficient unless coexistent disease is suspected.
Contraindications to arthroscopy are limited to problems that
restrict visualization, such as marked restriction of function, or
are general contraindications, such as a bleeding diathesis or
generalized sepsis
Most arthroscopies can be performed in an ambulatory surgery
unit. Anesthesia may be local, regional, spinal, or general.
depending upon the extent of the arthroscopic procedure.
During diagnostic knee arthroscopy . the arthroscopy! system
atically reviews the knee for particulate material in the synovial
cavity, quality and quantity of the synovium, internal ligamen
tous and meniscal structures, patellar tracking osteophy tes. and
quality of articular cartilage with particular attention to softening.
yellowing, pitting, ulcers, fravine. and denuded bone (Fig. 15-1
and 15-2).
Arthroscopy has revolutionized surgery of the knee by provid
ing the capability of biopsy of knee tissues under direct visual
ization, adequate joint irrigation with removal of loose bodies.
synovectomy . lysis of adhesions, partial or extensive meniscect
omy Ksis of synovial plicae, removal of osteophytes, and
cartilage removal. Although supportive evidence is needed.
chondral shaving, abrasion, or drilling are proposed as tech
niques to stimulate regrowth of a functional fflbro) cartilage.
Cruciate ligament repair and meniscal repairs are new arthrosco
pic techniques.
The clinical relevance of synovial plicae has been appreciated
because of arthroscopy Synovial plicae are fibroeollagenous
iJJ;
'5-1. Normal arthroscopic findings at the knee demonstrate the
0rai condyle (F). tibial plateau (T). and meniscus (M)
Fig. 15-2. Osteoarthritis. The inferior surface ot the patella (P) is frayed
and irregular The femoral intercondylar groove (F) is ulcerated with a
remnant of cartilage (arrow)
septae formed during embryologic development of the knee.
They are normally present in 2(Kr to 60cf of knees (3). Symp
toms, when present, are almost exclusively in teenage boys or
girls. Symptomatic plicae may be lysed during arthroscopy.
Arthroscopic surgery is generally safe, with complications of
anesthesia and hemarthrosis being most common. Arthroscopy
has also been utilized in the shoulder, elbow, ankle, wrist, hip.
temporomandibular joint, and mlerphalangeal joints, with vary
ing clinical applications at this time.
SYNOVIAL BIOPSY
In the majotny of rheumatic diseases, an appropriate diagnosis
can often be established without synovial biopsy. In several
disorders, however, histopathologic study of the synovium may
reveal pathognomonic or highly specific findings i4-hi. Synovial
needle biopsy can usually be performed using local anesthesia
Arthrotomy or arthroscopy permits direct visualization, optimal
site selection, and maximal specimen size. Open biopsy is
required for fibrocartilagenous joints such as the sacroiliac or
sternoclavicular joints, for small joints such as those of the hand
and foot, and other articulations not readily accessible to
needl.-
or arthroscopic biopsy.
Closed needle biopsy with the Parker-Pearson needle (4)(Fig.








(some waterfalls are powerful
enough to generate electricity).
My knees don't look like my knees but they are my knees.
(I can't sit down without falling
I can't get up without pushing,
this is not the way Mom told me






IVE NEVER HAD CRUTCHES BEFORE,
wooden with
























Fig. 17-2. Schematic depiction of the etiology, cellular, and immune
interactions responsible for joint inflammation and destruction in rheuma
toid arthritis.
Fig. 17-3. Ankle pannus. This microscopic photograph reveals typical pannus formation. FioYdvSseuiaY tissue protrudes from the inflamed synovium (>'>J|
articular cartilage. A portion of the fibrous tissue extends over tne
surface*
of the cartilage, wfiiGfi sfidws
death-
ot awrtdrecytes and loss of BawegWli>i<f*B
matrix Note the inflammatory exudate in the subchondral bone (H4f . medium power) (Frem the Revised Clinical Slide Collection on the RMtMM*:
Diseases)
Pr.m^.ir Pneumatic Diseases
The boy sitting next to me brags
about how well he can play
and laughs "You can't because
of your
hands!"
As I reach out to strike
his face
I remember the three red lines
of blood I drew
from my brother's cheek.
I hold back
the force of my slap
turns into a tap
















































Fig. 5-6. Pathway of leukotriene synthesis. (From reference 10, reproduced with permission of the publisher)
















Fig. 5-7. Formation of lipoxins. (From reference 10, reproduced with
permission of the publisher)






















to put my purse over
to grab
I wish I could rush
out like my brother does,
I HATE IT WHEN HE RUNS.
Everyone Is In the car waiting.





bending my feet too much. I'm glad
none of the boys
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It's net fun going places with people anymore.
I have a hard time keeping up.
I start out walking side by side
with everyone, but before I know It






not like my body
hearing
their laughter




with a smile and a glance.
"Fine."

















Pig. 14-2. Osteoid osteoma of the left media
femoral condyle. A normal roentgenogram, left
Abnormal bone scintigram, center, abnormal ra
diographie tomogram revealed the osteoma
right.
that has metastasized to the lung, heterotopic ossification, and
myositis ossificans l Fig, 14-4).
Although bone scintigraphy was heralded as a sensitive indi
cator of sacroiliitis (5.6). its early promise was not fulfilled.
Indices that compared uptake over these joints with that of the
sacrum proved to have poor discrimination from normal and
limited prognostic value 7). Nevertheless, early septic sacroili
itis as well as unilateral sacroiliitis can be first detected on
scintigrams.
Bone scintigraphy assisted by gallium and leukocyte imaging
are used increasingly in patients with pain at the site of an
arthroplasty where loosening or infection is suspected (8.9).
Three-phase scanning, supplemented by gallium and indium
scans, can be used to help distinguish loosening from cellulitis
and infected prosthesis 181. After ''"Ga is injected it complexes
with transferrin. At an inflammatory site this complex enters the
extracellular space via capillaries that have increased permeabil
ity. The attachment of
h
Ga to leukocytes, bacteria, and lym
phoma is incompletely understood: but it is known that h7Ga
binds to lactofernn and bacterial siderophores. In the case of
tumors, such as lymphoma, it has been proposed to bind to
intracellular iron-binding proteins <9).
Scintigraphy using
h
Ga has some disadvantages. Hecause this
isotope is excreted via the gut. abnormal accumulations in the
abdomen may be obscured (I). Scans must be performed 48 to 72
hours after dose A bone scan is needed along with *7Ga for
interpretation of suspected osteomyelitis (10.11).
Since
*
Ga is less specific for infection, especially in bone.
'"In-WBC attached to leukocytes is favored for detecting
osteomyelitis and infected arthroplasties (8). '"In-WBC scan
ning begins 24 hours alter lagging the patient's own leukocytes.
Prior treatment with antibiotics reduces the diagnostic accuracy
of both ""Ga and "In-WBC scans 1 12).
J. Desmond O Duffy. MD
H. W. Wanner, MD
Fig. 14-4. Myositis ossificans. Ab
normal soft tissue uptake at sites
of myositis, on standard bone
scan
Fig. 14-3. Stress fracture of tne midtr&ia in a runner.
I. Wahncr HW.
O'
Duffy ID: Peripheral joint scanning with technetium pertech
nctatc. application in clinical practice Mayo Clin Proc S 1 :52553 1 . 1*76
2. Seltzer SE Weissman BN. Finberg HJ. et al: Improved diagnostic imaginl "
loint diseases Scmin Arthritic Rheum 11:315-330. 1902
V Galasko CSB The arthritides. Radionuclide SciMigraafct in Orthopaedic*
Edited hv CSB Galasko DA Weber Edinburgh. Churchill Livingstone I9M. P*
110-13?
4. Kirchner FT. Simon MA: Current concepts review: radioisotopic evaluatK"
of skeletal disease J Bone Joint Sure 63A:^"-tf i. 1981
.V Goldberg RP. Genant HK. Shimshak R. et al: Saplua i and limitations
quantitative sacroiliac jowl seintigraphv Radmtogy I2#:e3-*g*. 1976
6 Lentte BC. Russell AS Percy JD et al: The scintigraphic investiptKMi *
sacroiliac disease. J Nucl Med 11:539-533. 1977
7. Chalmers IM. Lentle BC. Percy JS. et al: Sacroiliitis detected by
bo*1
scintiscanning: a clinical, radiological and scintigraphic follow-up study
A*
Rheum Dis 38: 1 12-1 1*. 19*9
8. Merkel KD. Brown ML. Dewartier MK. et al: Comparison of mdium-laWJ
leukocyte imaging with sequential tec-hnetiunvgallium scwMMg in the diagnos*
*
low grade musculoskeletal sepsis. J Bone Joint Surg 67A:4<U*7*. 1985




Nucl Med 26.88-92. 1V85
10. Roscnthall L. Lisbon* R. Hernandez M. et at: **"fe-PP and *'Ga i
following insertion of onhnoodn devices. Radiology 133:717-721. 1979
II. Sullivan DC. Rosehekl ND. Ogdcn J. et al. ProMems in the scinte
detection of osteomyelitis m children Radiology I35731-73*. 1980
12 McAfee JG. Samin A In-Ill labeled leukocytes review of problems in it"*
interpretation. Radioiugy 175 221-229. 1985
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The witch in the movie
inspires me,
She makes Bluebeard tremble.
Her form changes,
but she is always beautiful.
Men are mesmerized
when they look at her.







it is through a painting
talking back,
or
a voice in a room
without
a body









deformities are present in the second and third
' this patient with rheumatoid arthritis. This deformity results from
jre of the interosseous and flexor muscles and tendons, resulting in
contraeture of the metacarpophalangeal jeint. hypersxtension of
ma! interphalangeal joint, and flexion of the distal interphalangeal
'om the Revise'd Clinical Slide Collection on the Rheumatic
Fig. 17-t. Atlantoaxial subluxation of the cervical spine A lateral view of
the upper eervieai region reveals posterior displacement of the odontoid
process The preodontoid space measures approximately 8 mm (arrow).
Normally this measurement should not exceed 2S-3 mm in the adult,
although m the ehild 4-5 mm may be within normal limits. The measure
ment is made at the base of the anterior aspeet of tha dens with the neck
held in flexion. (From the Revised Clinic-al Slide Collection on the Rheu
matic Diseases)
sheaths as well as the multicompartment;.!! joint space. A
- ulnar swelling in the styloid area ma> be an oarlv sign of
.quentK . one of the first limitations of motion in rheuma-
hritis is of dorsiflesion of the wrist. NormalK the wrist
be able to move through nearK I HO from palmar to
\ion. Erosion of the pisiform and triquetrum is a common
:gn that can appear when no signs are visible in posteroan-
roentgenograms. Reverse oblique radiologs will expose
rosions tangentially 110).
)vial proliferation on the volar aspect ma> compress the
i nerve and produce the carpal tunnel syndrome. This
:s of paresthesia and dysesthesia othe palmar aspect o(
imb. the second and third digits, jnd the radial
aspes'
of
irth digit (Fig. 17-7). Carpal tunnel syndrome may also be
panied by airophv of the thenar eminence.
,ion contractures and swelling of the elbow are among the
common early manifestations of RA, Erosion of tissue
J the margins of the pannus often leads to destructive
es in the paraolecranon grooves. Loss of joint space.
aration of congruitv . and consequent liability to dislocation
joint can eventuallv follow.
clavicular, and thorac-osc-apular joints are susceptible. Typical
signs of shoulder involvement are limitation of motion and
tenderness just below and lateral to the eorac-oid process. Rup
ture of the joint capsule and subluxation of the humerus can
occur. Swelling is rarely observed, but when present is most
evident anteriorly
Neck
Neck pain and stiffness are common in RA and may be
associated with significant erosion in the eervic-al vertebrae. In
some patients, progressive erosion may produce atlantoaxial
subluxation (Fig. 17-8). whieh can give rise to spinal cord
compression, producing neurologic manifestations. Subluxation
can also cause twisting and compression of the vertebral arteries,
leading to vertebrobasilar insufficiency. This may be manifested
by sync-ope on downward gaze. Localized tenderness, muscle
spasm, and limitation of rotary motion may be found in the neck.
Flexion and extension of the c-ervieal spine are less affected.
Lateral mass collapse of the CI and C'2 vertebrae has been
observed, manifested by persistent head titt. Headache, particu
larly occipital, is eommon, and may spread over the lop of the
cranium to behind the eye.
Iders
'Ulder involvement is common, though generally not in the
st part of the disease course. The glenohumeral. acromio-
^ aue
n th's patient with rheumatoid arthritis, tnshar atrophy has
^
- to damage of the median nerve caused Dy pressure from
i.arr.rratory tissue (From the Revised Clinical Slide Collection on
"eurr.at.c Dis.a*Diseases-)
Hips
Abnormal gait and limitation of joint motion may be the only
manifestations, as swelling and tenderness are difficult to ob
serve. Discomfort in the groin is a frequent complaint Less often
the pairl is referred to the buttocks, lower back, or knee. Because
of the poor distensibility of the hip joint capsule, severe involve
ment accompanied by massive- effusion may be extremely pain
ful. A complaint of this nature requires arthrocentesis to rule out
infection.
Knot*
Synovial hypertrophy and effusion in the knee is common.
placing these weight-bearing joints among those more frequently
affected in RA. Effusions may be detected by balloting the
patella, or by observing a bulge sign behind the patella when fluid
is pushed into the suprapatellar pouch and then expressed back
into the joint Quadriceps atrophy in association with chronic
knee arthritis ma> occur. Baker's cysts may form owing to
enlargement of the semimembranous bursa into the popliteal
space. Such synovial cysts may occasionally dissect, rupture.
and produce symptoms mimicking acute thrombophlebitis. So-
Primer on Rheumatic Diseases 89









toss her luscious red hair, all










, .2-3 Artnrocentesis of the wrist (radial approach). (Illustration
. D Neustadt)
Fig. 12-5. Ar* irocentesis of ankle joint (medial and lateral approaches!
(Illustration provided by Dr D Neustadt)
'vs of knee (medial approach). (Illustration provided
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Wf wait
my mother and I
while my fingernails
turn blue.
We don't say much
to each other
we try to get through.
"This has helped a lot
of people















the first few but not
too much
there are so many more to go.













































































1. Criteria for the diagnosis and classification of the rheumatic diseases
The criteria presented in the following sections have been
developed with several different purposes in mind. For a given
disorder, one may have criteria for: 1) classification of groups of
patients (e.g., from population surveys, selection of patients for
therapeutic trials, or analysis of results of interinstitutional
patient comparisons), 2) diagnosis of individual patients, 3)
estimations of disease frequency and/or severity (epidemiologic
surveys) including remission, and 4) assistance in determination
of prognosis.
The criteria are variously described as "diagnostic
criteria,"





The original intention was to propose
criteria as guidelines for classification of disease syndromes for
the purpose ofassuring correctness ofdiagnosis in patients taking
part in clinical investigation rather than for individual patient
diagnosis. However, the proposed criteria have in fact been used
as guidelines for patient diagnosis as well as for research classifi
cation. One must be cautious in such application since the
various criteria are derived from the use of analytic techniques
that allow the minimum number of variables to achieve the best
group discrimination, rather than to attempt to arrive at a
diagnosis in each patient, regardless of the amount of information
needed.
The proposed criteria are empiric and not inisaded to i
or exclude a particular diagnosis in any individual patient. They
are valuable in offering a standard to permit comparison of
g Tips of patients from different centers that take part in various
clinictl investigations including therapeutic trials.
The ideal criterion is absolutely sensitive, i.e., all patients
with
the disorder show this physical ending or the positive laboratory
test, and absolutely specific, i.e., the positive finding or tost is
never present in any other disease. Unfortunately, few such
criteria or sets of criteria exist. Usually the greater the sensitivity
of a finding, the lower its specificity, and vice versa. When
criteria are established empirically, as in the modified Jones
criteria for rheumatic fever or the American Rheumatism Associ
ation criteria for rheumatoid arthritis, attempts aremade to soled
reasonable combinations of sensitivity and specificity.
Existing criteria derive from an incomplete concept of disease
and imperfect diagnostic technology and will require many years
for full refinement and accuracy. Thus, criteria are expected to ,
change as improved knowledge and techniques become available I
in the different disease areas and as concepts of pathophysiology
change. This is a vital and dynamic area of research in which
rheumatology leads other disciplines in medicine.
2o Criteria for the classification of rheumatoid arthritis
Diagnostic Criteria for Rheumatoid Arthritis <19M)
A. Classic Rheumatoid Arthritis
This diagnosis requires seven of the following criteria. In criteria 1
through 5 the joint signs or symptoms must be continuous for at least six
weeks. Any one of the features listed under Exclusions will exclude a
patient from this and all other categories.
1 . Morning stiffness
2. Pain on motion or tenderness in at least one joint (observed by a
physician)
3. Swelling (soft tissue thickening or fluid, not bony overgrowth
alone) in at least 1 joint (observed by a physician)
4. Swelling (observed by a physician) of at least one other joint (any
interval free of joint symptoms between the two joint involvements may not
be more than three months)
5. Symmetric joint swelling (observed by a physician) with simulta
neous involvement of the same joint on both sides of the body (bilateral
involvement ii proximal interphalangeal, metacarpophalangeal, or meta
tarsophalangeal joints is acceptable without absolute symmetry). Terminal
phalangeal joint involvement will not satisfy this criterion
6. Subcutaneous nodules (observed by a physician) over bony
pror,i ire nr.es, on extensor surfaces, or in juxtaarticular regions
?. Roentgenographic changes typical of rheumatoid arthritis
.which must include at least bony decalcification localized to or most
marked adjacent to the involved joints and not just degenerative changes).
Degenerative changes do not exclude patients from any group classified as
having rheumatoid arthritis.
8. Positive agglutination test demonstration of the "rheumatoid
factor"
by any method that, in two laboratories, has been positive in not
over 5% of normal controls, or positive streptococcal agglutination test.
[The latter is now obsolete.]
9. Poor mucin precipitate from synovial fluid (with shreds and
cloudy solution). (An inflammatory synovial effusion with 2,000 or more
white cells/mm3, without crystals can bo substituted for this criterion.)
10. Characteristic histologic changes in synovium with three or
more of the following: marked villous hypertrophy; proliferation of superfi
cial synovial cells often with palisading; marked infiltration of chronic
inflammatory cells (lymphocytes or plasma celts predominating) with
tendency to form "lymphoid nodules"; deposition of compact fibrin either
on surface or interctitally; foci of necrosis.
11. Characteristic histologic changes in nodules showing granulo
matous foci with central zones of cell necrosis, surrounded by a palisade of
proliferated mononuclear and peripheral fibrosis and chronic inflammatory.
cell infiltration
B. Definite Rheumatoid Arthritis
This diagnosis requires five of the above criteria. In criteria 1 througr
5 the joint. signs or symptoms must be continuous for at least six weeks.
C. Probable Rheumatoid Arthr*is
This diagnosis requires thro* of the above criteria. In at least one of
criteria 1 through 5 the joint signs or symptoms must be continuous for af
least six weeks.
D. Possible Rheumatoid Arthritis
This diagnosis requires two of the following criteria and total duratior
of joint symptoms must be at least three months.
1. Morning stiffness
2. Tenderness or pain on motion (observed by a physician) witt
history of recurrence or persistence for three weeks
3. History or observation of joint swelling
4. Subcutaneous nodules (observed by a physician)
5. Elevated sedimentation rate or C-reactive protein
6. Iritis [of dubious value as a criterion except In juvenile arthritis]
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gig. 11-3. The "bulge
sign"
for demonstrating
small knee effusions. After fluid has been com
pressed away from the medial aspect,
gentle
pressure over the lateral aspect-moves fluid back
inte this area, creating a visible bulge
(arwHS).





















Fig. 13-27. Osteomyelitis. 13 yea' old Pa>n left hip. several weeks duration. L, Frontal view of the pelvis. There is no detectable abnormality R, Compute
tomography scan through the acetaou'urr demonstrates destruction of the pubis on the left side. Surgical aspiration established the diagnosis of aalmoni-j
osteomyelitis.
Capsular distension of 1 mm can be diagnosed by these modali
ties i42i I Fig. I3-2si. Because of the nonionizing radiation.
however, ultrasound is the method of choice in this condition.
Osteoid osteoma may simulate joint disease, leading to delays
in diagnosis. When the lesion involves the hone near a joint.
commonly hip and elbow . a secondary lympholbllicular sy nov itis
and effusion are characteristic i4?i. Precise localization of the
nidus is necessary to establish the diagnosis ;md for effective
surgical treatment. Computed tomography plavs an important
role in localizing the nidus, particularly in the ,;\ial skeleton and
proximal femur, since conventional roentgenograms often fail to
demonstrate an abnormality 144.45). The calc.u above the lesser
trochanter and the anterior intertrochanteric line are the areas in
the proximal femur where osteoid osteomas arc ::equenily found.
These areas should be carefully evaluated with thin sections. In
the spine. CI should be employed in the area showing increased
uptake on radionuclide scan.
Computed lomographv is superior to roentgenograms for the
detection ot loose bodies in joints secondary to trauma or
ischemic necrosis, especially the hip (4b), and is recommended in
patients with joint space widening after trauma to the hip. A
limitation of (. I is the failure to adequately detect cartilaginous
fragments.
Tarsal coalition, abnormal fusion of two or more tarsal bones.
may e.iuse Toot pain The tarsal bones most commonlv involved
are the calcaneus and navicular, and the calcaneus and
talu-
with the middle facet most frequently affected. Although the
calcaneonavicular coalition can often be recognized by
convert-
tional roentgenograms, talocalcaneal coalition may be difficult!
document except by CT i47l.
Computed tomography is very useful in evaluating
patient-
with low back pain and detecting a herniated disc Compute*
tomography sensitivity in the latter condition is slightly supew
to that ofmyelography i4Si: Computed tomography should be ids
first diagnostic procedure after conventional roentgenograms if
evaluating a patient with a possible herniated disc. Compute:
tomography permits the diagnosis of other conditions causmc
low back pain, such as spinal stenosis, facet joint disease, an.
spondylolysis.
MAGNETIC RESONANCE IMAGING
Magnetic resonance imaging iMRIi is based on the
interact"-11,
of radio waves with hydrogen nuclei in the presence of a stron?
magnetic field. Magnetic resonance imaging is rapidly emergm?
as a valuable imaging tool in a variety of diseases (49). includi"?
those of the musculoskeletal system (50).
The brightness of a given tissue on MRI is determined largeb
by the number of
"mobile"
hydrogen atoms present. The
bright
ness is also affected by certain physical attributes of these
atotn>
Fig. 13-28. Septic arthritis, right sacroiliac joint in 16-year-3ia patient .; ;r sack pain L,
Fronta'
,/tew o< the sacro.nac icnts snows indistinctness
c'
'.
r-gnr sacroiliac joint margins, suggesting an abnormality R, Computed tocography scan through the sacroiliac jo.nts demonstrates destruction .of '"*'*
sacrc-i.ac joint, A small sequestrurr
(arrow''
in the anterior portion o* the joint is visualized The right sac
corppa'ea with the normal side The ihacus muscle is thickened comoarec w-:tn the opposite side
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iiac jomt has ar increased
attenuate"
J
/ aim a receptionist
in a beauty salon. I have three bosses, all white,
middle-aged, married and male. I am twenty-four, my
hair is short, slicked back and
platinum blond. I wear
pink and orange lipstick. Ipaint
my nails
gunmetal, cobalt, and gold. The only visible
gaymale hairdresser in the place
has dubbedme Kim after Kim
Novak. He knows
he can cause minor
disruptions at the desk by calling out: Kim, Kim,
how are you doing, Kim?
Thismakes me burst
into laughter
for reasons that are apparent



















78-S. A thoracolumbar corset.
Fig. 7g-4. A Swedish knee cage.
Fig. 78-7. A variety of shoe inserts.
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/ am at the gym lifting weights. I adjust
the weight
and seat height on the lateral shouldermachine
and begin. I can use
thismachine because
its lowest weight is
20 lbs.,
not the usual 40
lbs. I strain
to lift one flat
weight in the air. A success.
My shoulders hurt I know
they are building
strength. A youngman on themachine
next to me nods. We exchange
nods of hello. I lift
the single weight,
I clenchmy teethmy neck
muscles strain. Theman
next tome lifts a stack of seven
weights. He looks at me andgrins. Before
I grin back, his eyes dart to
the weight I am
lifting in the air. His eyes fall back
to his face, then again to the
weight, catching
my gaze
as his smile cracks
into a laugh I stare straight
aheadmy face gets hot.
I leave
the gym withmy shoulders feeling
straighter and stronger.
Igo








into the role of
psychological
factors in the etiology
of rheumatic disease, paricularly
rheumatoid arthritis,
has been reviewed.





self-punishment, and difficulty in dealing with
hostility.
The lack of controls and conflicting
data, however, have led to the view that many of the
characteristics of the 'rheumatoid
personality'
are
the result of
the pain and
disability of
the disease
itself."
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